Colostomy. 21 1 *2 1 1 1 9 (temp.) ( The ideal operation for diverticulitis is a onestage partial colectomy without colostomy and more patients are now being treated by this technique. For instance, in this series, 6 patients underwent this operation during 1947-1951 as compared with 31 patients during 1952--1957. There was no operative mortality and the operation can be done with safety. It is essential to determine that the general condition of the patient is suitable for this operation, and the bowel is carefully prepared. At laparotomy the inflammation and oedema of the bowel wall must not be severe, and colon of good quality must be available for the anastomosis which is performed without tension. In early diverticulitis these optimum conditions for this operation are present.
When the surgeon is not satisfied with the strength of the colonic anastomosis or when the bowel preparation has been inadequate, a temporary transverse colostomy is also instituted.
A three-stage procedure includes the establishing of a defunctioning right transverse colostomy, partial colectomy and closure of the colostomy. This was performed in 8 patients in our series. The indications include a poor general condition of the patient caused by the diverticulitis or another disease; diffuse peritonitis; severe intestinal occlusion; and a large pericolic abscess. At the time the colostomy is performed, abscesses are drained, or if diffuse peritonitis is present the peritoneal cavity should be drained. The interval between stages is usually about four weeks.
Colostomy was performed in 9 patients in this series, being temporary in two. I do not advise closure of a colostomy when the part of the colon affected by diverticulitis has not been resected because the latter usually recurs. It is a palliative procedure in the treatment of diverticulitis in patients whose condition contraindicates partial colectomy. Apart from this consideration a colostomy should be regarded as preliminary to an ultimate partial colectomy.
Cwcostomy, as part of a staged procedure for resection in diverticulitis is usually less satisfactory than a defunctioning right transverse colostomy, and is not recommended.
Correction of Deformities of the Anal
Canal Due to Previous Surgery
Buffalo, New York IT is not within the scope of this presentation to discuss the surgical management of all types of anal stricture, but only those that occur following extensive anorectal surgery when a low-grade, non-specific inflammatory process and subsequent fibrotic changes develop. Localized areas of vicious cicatrix, pectenosis and fibrotic ridges are found in such cases. Because of the position of the major hemorrhoidal plexuses, many of these deformities are found in the lateral quadrants of the anal canal. Inadequate care of the operative wounds during the first weeks following surgery is a common etiologic factor.
The methods commonly employed depend on posterior sphincterotomy to correct the abnormality, and in the majority of cases these procedures are adequate. However, they leave much to be desired when there is extensive lateral fibrosis of the external sphincter musculature. sphincter ani muscle interdigitate in the mid-line both anteriorly and posteriorly. This not only weakens the barriers to invasion of infective organisms, but also renders these sites prone to extension of an infective process. For this reason, unless gross pathologic changes are present, I prefer not to operate in these quadrants.
"Flap" procedures in hemorrhoidal surgery have been described by Carmel [1] and Granet [2] . For the past nine years I have been using the "flap" as a sliding graft to cover the defect left after dissecting fibrotic deformities from the lateral walls of the anal canal. In these areas the perianal skin is a source from which epithelium of the anal canal can develop. The new epithelium will be neither fibrous nor contracting.
Precautions for intestinal antisepsis should be the same as for major colonic or rectal surgery. Antibiotic therapy is usually continued into the immediate post-operative period.
The patient is placed on the operating table in a "semi-jackknife" position. Trans-sacral caudal block anesthesia is preferred in order to ensure maximum relaxation and safety, with low spinal anesthesia as second choice. Following preparation with an antiseptic of choice, a linear incision is made on either side (or both sides) of the anal verge, parallel to the external sphincter muscula-ture (Fig. lA) . These incisions should not be extended to meet either anteriorly or posteriorly. By making an oblique radial incision from each end of the original linear incision or incisions, it is possible to create an external flap having a broad base, which is essential for adequate blood supply.
The fibrous tissue of the anal canal is freed from the underlying sphincter by sharp dissection. In most cases in which there has been stenosis of several months' duration there will be considerable redundancy of the rectal mucosa. The dissection, therefore, should extend beyond the anorectal line to include such redundancy. This will necessitate freeing the mucosa from the internal sphincter and, in many instances, also from the circular muscle of the lower rectum. The base of the dissected flap is then transfixed with interrupted sutures and the flap excised (Fig. IB) . Care must be taken not to remove so long a strip of mucosa that the subsequent mucocutaneous approximation will be under tension. However, if too much mucosa is left, the suture line may be near the anal outlet, resulting later in ectropion. The next step is to mobilize the skin flap. This is accomplished by undermining the skin as is done for any sliding graft (Fig. Ic) . Care must be taken to preserve as much blood supply as possible by leaving an adequate layer of fat on the elevated skin. The flap is then sutured to the cut margin of adjacent mucosa, using interrupted sutures in an attempt to obviate strangulation of tissue (Fig. ID) . Both mucosal and cutaneous dissections should be such that the suture line approximates the normal mucocutaneous or anorectal line. Double-0 chromic suture material is used throughout the procedure. Oxidized cellulose (cotton) is placed on the open wounds to control minor skin oozing.
By inserting a rubber dam containing a small gauze wick impregnated with petroleum jelly into the anal canal no dressing comes into contact with the wound. The dam should be large enough to cover the open external wounds so that there is little tissue disturbance when the dressing is removed. A pressure dressing is held with Elastoplast, and the buttocks are partially drawn together to obviate any tension on the suture line. Pressure is deemed to be an important aid in preventing tissue edema and collection of serum under the skin flaps. The dressing is not disturbed for twenty-four hours. Except for administration of chemoor antibiotic therapy, the remainder of the postoperative care is that of any routine anorectal surgical procedure.
In conclusion, I wish to re-emphasize that the procedure described is not intended for routine use to correct anal stenosis, but it has, in my experience, found a useful place in the surgical management of the fibrosed and stenosed anal orifice and canal which may follow extensive anorectal surgery. REFERENCES 1 CARMEL, A. G. (1948) Amer. J. Surg., 75, 320. 2 .GRANET, E. (1953) Surgery, 34, 72. Solitary Diverticula of the Cecum By RODNEY MAINGOT, F.R.C.S. London THE great majority of solitary diverticula of the cecum are of the acquired pulsion type. A few of them are said to be congenital in origin, but the evidence is not convincing. Usually they are the size of a pea, but may be as large as a grapefruit.
Solitary diverticula of the colon may occur in any portion of the large bowel but are most commonly observed in the cxcum and ascending colon, and they are divided into two groups:
(1) the usual types, and (2) the hidden types.
In a personal series of 11, there were 6 of the so-called "usual" 4ypes and 5 of the "hidden". 2 of the latter were operated upon by my surgical registrars.
The "usual" types are solitary diverticula found on theanterior wall of the cxcum close to the ileocaecal valve and less often in other positions such as on the lateral or medial wall of the cacum or in the hidden area of the retrocxecal space. The "usual" types, i.e. the uncomplicated diverticula, are not often diagnosed prior to operation. If they do produce symptoms, these may resemble those of a grumblinig appendix, but more often than not they are discovered incidentally at operation or at autopsy. Again, they are not frequently discovered on barium-meal follow-through X-ray, but are more likely to be discovered after a barium enema.
It is estimated by Greaney and Snyder (1957) that the surgeon can expect to encounter an uncomplicated solitary diverticulum of the c-ecum about once in 500 laparotomies. According to Mayo (1950) approximately 1 % of cases of diverticula of the colon as a whole occur in the c=cum. There is an equal sex incidence. Complications of diverticula of the right colon occur between the ages of 25 and 40, much earlier than they do with diverticula of the sigmoid colon. Some 280 cases are now available including 11 of my own.
When encountered during operation, such as appendicectomy for recurrent appendicitis, the treatment advocated for the uncomplicated cecal diverticulum is simple excision. Inversion
